Introduction
Tarsal coalition is an uncommon variant of the normal anatomy of the foot estimated to occur in 1-2% of the population. 2, 6 It is thought to be due to defective segmentation and differentiation of primitive mesenchyme with talocalcaneal coalition being the most common form. Fractures of the talus are uncommon in childhood and may be complicated by avascular necrosis, non-union and subtalar arthrosis. Avascular necrosis following talar fracture in children is thought to occur in 25-58% of cases, with the incidence being higher in patients who have subluxation or dislocation of the subtalar joint.
3,5

Case report
A 12-year-old boy fell approximately 1.2 m, leading to a forced dorsiflexion injury of the ankle. X-rays demonstrated a Hawkins type II fracture through the neck of the talus with subluxation of the subtalar joint. A bony talocalcaneal bar was also noted (Fig. 1) .
The patient was otherwise healthy with no coexistent medical problems and no pain or limitation of activity in the foot or ankle prior to the injury.
As the fracture was displaced, it was treated by open reduction and internal fixation using two partially threaded cannulated cancellous screws. One screw was inserted anteromedially, the other using a small posterolateral incision (Fig. 2) .
Six months after the injury, he was completely well and undertaking normal activities, including jogging. X-rays demonstrated a well-healed fracture with no evidence of avascular necrosis.
Discussion
This unusual injury is likely to be related to the bony coalition between the talus and calcaneum inducing abnormal stresses on the talus at the time of the fall, which caused the resulting fracture. Talar fractures associated with subtalar subluxation, as in this case, would ordinarily have a high risk of going on to develop avascular necrosis in the head of the talus. 3, 5 This is because the fracture disrupts the superior neck vessels arising from the anterior tibial artery and the artery of the tarsal sinus is liable to damage by subtalar subluxation. 1 The decision to internally fix the fracture was taken because of the significant fracture displacement. Excision of the bar at the time of fixation and primary subtalar fusion were considered but rejected as the patient had been asymptomatic prior to the injury. Anatomic reduction was confirmed through the small anteromedial approach. The posterolateral approach allows extraarticular introduction of the cannulated screw 4 and provides mechanically superior fixation. 7 Late arthrosis remains a potential risk but given the functional result at 6 months this is unlikely and his prognosis is good.
Paradoxically, the excellent outcome may be, in part, due to the presence of the osseous coalition. The presence of a bony bar between the talus and calcaneum may have provided extra-anatomic intraosseous and periosteal anastomoses, giving a blood supply to the head of the talus sufficient to prevent avascular necrosis and allow fracture healing. 6 We report the unusual and severe injury of a displaced talar neck fracture in a child, which may have been predisposed by the presence of an asyptomatic talocalcaneal bar. This was treated by anatomic open reduction and internal fixation, which went on to fracture union without avascular necrosis or other complications and a good clinical outcome was achieved. It is possible that healing may have been aided by blood supply through the talocalcaneal bar. 
